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8s=p | DRUGS (F DEEMED SAFE
An individua| resident may self-administer drugs if

| the interdisciplinary team, as defined by
| §483.20(d)(2XR), has determined that this
practica is safe,

This REQUIREMENT is not met as evidenced
by: '

Based on review of facility policy, medical record | .
review, observation and interview the facility failey

I.  Resident #3T7's nedications werg
removed from bedside on 06/08/15. Ogn
06/09/15, the resident wag reassessed
for sclf administratign of medications
and found to be unsafe to seif
administer medications, The physician
was notified and medication orders
wele clarificd, The carc plan wag
updated on 06/09;1 5.

By 06/18/15, Nursing Administration

completed a 100% reassessment of al|

residents whe $elf adminigter
medications with no tssnes identified,

On 06/12/15, an order was zdded to ali

tresidents whp scif administer

medications for the charge nurse 1o

*Check all medications kept at bedside

STATEMENT OF DEFICIENGIES (X?) PROVIDERSUPRYI X2) MULTIPLE CONSTRUCTION DATESURVEY |
AND PLAN OF CORREGTION 'S ENTIFICATION NUMBER: ;L F:UH.DING ) COMPLETED |
44A114 B.WiNG_ 06/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP GOBE
3025 FERNBROOK LANE
LAKESHORE HEARTLAND NASHVILLE, TN 37214
X SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {xs)
F(»n?pﬁ ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | GULATORY OR LSC IDENTIFYING INFORMATION) TAS CROSS-REFEREB!EC;_EIE) ng g%E APPROPRIATE bate
|
| 07/30/15
F 178 | 483.10(n) RESIDENT SELF-ADMINISTER F176

Review of the faci policy Self.Administration For safety and compliance” cach shif,
revised August 2008, ed *.._Self. Nurses were alerted to this vig the
Administered medications Must be stored in g [essage board on the etoctronic heatn
@ and secura place, which is not accassible to Tecord system from 06/ 12115 through
other residents...Staff sha identify...medications 07/01/15.
ound at the bedside that are not authorized for The Director of Nurses, or designes,
bedside storage..." will review the Mcdication
: Adntinistration Records each gonth
| Medical record review Fevealed Resident #57 wag during recapitulation to ensure
admitted 1o the facllity on 4/30712, with diagnoses - Compliance with thig monitoring,
including Scoliosis, Anxiety, Depression, and Issues will go 10 the Quality Asstrance
Hypertension. Committes for resolutiorn,
Medieal record review of the annuat Minimum
Data Set (MDS) dated 3721 /18, revealed the
resident had g Briaf Interview for Mental Status
(BIMS) score of 1 S (indicating the resident wag
coghitively intact for daily decigion making),
Medical recorg raview of the Care Plan dated
4/3/18, revealed ", Problem onset 4/3/16...1 use
eye drops...wash your hands before administering
ABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE -~ ) DATE
. Addmin ‘erachir rma%ﬁ-z Jis”

dalarmined that
ted above gre disctosable 50 days

lowing the date of Survey whether or not 2 plar of correction Is dod. For nursing homes, the abave fing| and plans of comection are discinzably 14
ys following the date these documantg are made avaliehle ty the faciily. If doficiencies are citad, an approved Plan of correction s requisita t continued
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RY STATEMENT OF DEFICIENGIES
(EACH DEFICIENGY MUST BE PRECEDED BY FLi |
REGULATORY ORLSC IDENTIFYING INFORMATION)

FROVIDER'S PLAN OF CORRECTION
(EACH CORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

{Xs}
DATE

[[a]
PREFIx,
TAG

Continued From page 1
my drops..."

Medical record review of a Physician's Telephone
Order dated 6/4/1 5, revealed °...D/C (discontinue)
Systans Eye Drops,..”

Observation on 6/8/15,
resident’s room, revealed 2 bottles of Systane
eye drops and 1 bottie of Refrash Eye Drops on
the resident’s bedside table,

interview with Resident #57 on 6/8/15, at 3:11
PM, in the resident's room, with Licensed
Practical Nurse (LPN) 24 present, révezled the
resident had administered the Systane eye dgrops
twice on 6/7/18, and once on 6/8/1 5. and was
unsure of the last time she had used the Refresh
Eye Drops,

Interview with LPN #1 on 6/811 S, at 3115 PM, at
the Station 3 Nurse's Station, confirmed the eye
drops were not stored properly at the bedside,
Continueq interview revealed the Systane Eye
Drops had been discontinued on 8/4115, there
had beer no order for the Refresh Eye Drops,
and the facility had faiied to remova the Systane
eye drops from the bedside when discontinued,
and had fajled to obtain an order for the Refresh
eye drops,

at 3:05 PM, in the

Interview with the Director of Nurses (DON), on
6/10/15, at 8:11 AM, in the DON's Office,
confimed the facility had failed 1o remove the

F176

?r?m“cus.zser(oe-es) Previous Versions Qbsoferg Event ID; PZ2U11

Facility 1 TN1914 If continuation sheet Page 20t 14
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UUL~4(-2015  07:59 LAKESHORE FERNBROOK PRINTED: 06/24/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES 8 NO. 0938-0391
' thy NSTRUCTH 3} DATE SURVEY
RO oS | e K TR oy
44A114 B. WING 06/10/2015
" NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P GODE
3025 FERNBROOK LANE -
LAKESHORE HEARTLAND NASHF\E,,LLE_ TN 37214
() 10 SUMMARY smmp- OF DEFICIENCIES N ID Jgﬁgg%ﬂgcmﬂ prisk ?Nﬂgﬁomul%]“ae com
e RECUATORY R Lot oD S s o | ofoedie PERENCED IO THE APPROPRITTE | e
: 1. On 06425/ 5, the activity director 07/30/15
F 176 | Continued From page 2 F 176 conducted an audit of preforences for
Systane eye drops from the bedside when residgnts who eat i the din_ing areas on
discontinued, had failed to obtain an order for the the 3 and 4% floors regarding cating at
eftesh eye drops, and the facility failed to foljow a dining table or cating on over bed
the policy for Self-Adm inistration of Drugs. pablcs‘f'or meals. Six of the
F 25214831 5{h)(1) F 252 ntetvicwable residents expressed the
$8=E SAFEFCLEAN!COMFORTABLE!HOMEL!KE preferetice of sating a( a table ang two
ENVIRONMENT xpressed the preference to egy on over
bed tables orata tible. Those residents
The facility must provide a safe, clean, who choose to cat on gver bed tables for
comfortable and hom elike environment, allowing : meals will be care planncd accordingly,
the resident to use his or her parsonal belongings 2. Unloss it cauges distress or behaviors
to the extent possible. ’ for residents who €annot vaiee
erences, a trial, to begin the week of
07/06/15, will be conducied regarding
This REQUIREMENT s not met as evidenced those residents eating: their meals in the
| by Family Room on the first floor where
'! Based on observation and interview the facility there arc tables available. The Direotor
| Taited to provide a homelike environment for of Nurses (DON) spoke with thres
! dining in 2 of the 3 dining rooms observed, farailies who al proferred that thejr
) loved ones cat in the Family Room it
The findings Inchudeg: . this is found tg be appropriate,
3. Unlcss it causes distress or behavigrs,
Qbservation an 6/8/15, at 11:30 AM, in the 3rd residents who require extensive or max
fioor dining room, révealed 7 residents were assistonce in dining wili participate in a
seated in wheslchairs or reclining chairs, in g line trial, to begin the week of 07/06/15,
along the wall, with an over ped table placad in regarding those regidents eating their
front of them, waiting for their lJuneh trays. meals in the Family Rogm on the first
Continued observation, in the 3rd floor dining floor where there are tables availghle,
room revealed no tables, By 07/03/13, Bursing stations will be
removed on the 3! and 4% flpgps to
Observaﬁon on 8/9/15, at 6:30 PM, in the 4tk allow for additional Space and a morg
floor dining room reévealed a total of § residents in homelike environment to include tables
the dining area, Three residents were seated ata for both dining and activities.
single table in their wheelchairs ang 5 residents 4. The DON, administrator or designee,
were segted in wheefchairs with an over bed table " owill observe thege (ﬁm‘ng experiencey
placed in front of them with their megl tray on the weelkdy timey four weeks, then monthiy
table, times three months, if ¢xperiences are
unsnceessiul, & Root Cayse Anajysis
i ill he
ORM CMS-2567(02-09) Previous Varsions Obsolste Event ID:PZ2U1 Facily ID: Statlcted and taken to theGptintiation sheet Page 3of14
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UUL-27-2016  08:00 LAKESHORE FERNBROOK 00 e ta

VEFARIMENT Uk MEAL| HAND HUMAN SERVICES FORM APPROVED
CENTERS FO MEDICARE & MEDICAID SERVICES QOMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A BULDING COMPLETED
445114 B.WING __ 06/10/2015
NAME OF PROVIDER OR SUPPLIER STREETADDREss. CITY, STAYE, ZIP COBE
3028 FERNEBROOK LLANE
LAKESHORE HEARTELAND _ NASHVILLE, TN 37214
! SUMMARY STATEMENT OF BEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION (X5
éﬁ?ﬁ& (EACH DEFICIENGY MUST BE PRECEDED By FULL PREFIX {BACH CORRECTIVE ACTION SHOULD B COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cmmneggg’g'ggge APPROPRIATE
F 252 { Continued From page 3 F 252

Interview with the Administrator on 6/10/1 5, at

7:42 AM, in the Director of Nursing's office,

confirmed over bed tables were being utilized jn

| the 3rd and 4th floor dining rooms in plage of
tables,

F 2781 483.20(5) - (j) ASSESSMENT F 278
5S=p ACCURACY:’COORDINATIONICERT IFIED .

The assessment must accurately reflegt the
resident's status,

Aregistered nurse must condugct or coordinate
each assessment with the appropriate
participation of health professionals,

A registered nurse Must sign and certify that the
assessment is completed.

Each individual who complates a portion of the
assessment must sign ang certify the accuracy of

that portion of the assessment,

‘ORM CMS-2567002-60} Pravious Verslons Qbsplele Event ID: PZ2U1 1 Faclity Inx Thatp14 If continuation shoet Page 4 of 14
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UEFARINMENT UF HEAL] H AND HUMAN SERVICES FORM APPROVED
CENTERS FOR EDICARE & MEDICA OMB ﬂQ__D_Q_Ss;ggﬂ
STATEMENY OF DEFICIENGIES (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORRECTION ABULONG COMPLETED
43A114 B. WiNG 06/10/12015 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GiTv. STATE, 0 CODE
3025 FERNBROOK LANE
K4} 1D SUMMARY STATEMENT OF LEFICIENCIES D PROVIDER'S PLAN OF CORREGTION ) o
PREF, EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOLLD B COMPLETH
mc;’x !{EGULADTSFW ORLSC IDENTIFYIVG INFORMATION) TAG Feneggpﬁgl'égggs APPROPRIATE BATE
' 0713015 |
F 278 | Continued From page 4 Far8i; on 06/22/15, Resident #12 was
reassessed on a quarterly Minimum
Under Medicare and Medicaid, an individual who Data Sct (MDS) to correct the data
willfully and knowingly certifies a material and entry ervor,
false statement in 5 resident assessment ig 2. On06/22/15, Nutsing Administration
subject to a givil money penalty of not more than completed 3 100% audit of all
$1,000 for each assessment; or an individyal who assessments within the last 90 days for
willfully and knowingly causes another individual data entry errors to section G400,
‘ to certify a material ang false statement in a  Two other assossmens were found to
; resident assessment i8 subject to a civii money be miscoded and on 06/25/15 new
Penalty of not mora than $5,000 for each a5SeSSMeENts were completed,
assessment, 3. Beginning 06/24/ 15, the Life
. . ) Enrichment Technician, or designee,
Cllnlcal dlsagreement does not constitute a will evalpate range of motion for all
{ material and false Statemenl. residmts in thcir Assessmnt Rcfcrcnce
| Date window. Evaj uations will be
e . . révicwed b the MDS Coordinator 11
! ;;::s REQUIREMENT 15 Nt met as evidenced to oo:npletign of the MDS? fator prior
A 4. Direct,
Based on medical recorg review, observation, g;fgng:c;rnort;ﬁcuze:ag%%:\m%r
and Interview the facifity failed to accurately :

resident (#12) of

ass8ss the functiona) statug of 4
25 residents reviewed,

The findings included:

Medical record review revesleq Resident #12 was
admitted to the facllity on 974114, with diagnoses
including Chronie Pain, Constipation, General
Osteoarthritis, Dysphagia, History of Trangient
Ischemic Attacks, and Insomnia,

Medical record review of the quarterly MDS dated
5/10/15 revealeg the resident hag impairment of
the upper ang lower extremities,

seclion prior to closing the MDS for 90

days. If no errorg

are noted, the revicws

will be discontinued, If crrors are
noted, the DON, or designee, wil

conduct & Rogt Cause
Plan, Do, Study,
continued aydits
Results will pe

Analysis with

Act Cycle with
until compliant,
taken to the

Quality

Committes,

ORM CMS-2567(02-99) Previous Versions Obsolete

Event 1D:PZ2U14
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e ot Y IEALE T ANL HUMAN SERVICES RM APPROVER
_CENTERS Fi R MEDICARE & MEDIGAID SERVICES NO. 0938-0391
STATEMENT OF DEFICIG, [ X1 VIDER/SUPPLIERICLIA MULTIPLE CONSTRUGTION DATE SURVEY
Amgpf.mos comsc‘r%c'u ¢ ’IBEI?ITIFICATION Nuw;El”%LRc ,‘f,_,,’uma m’comsrso
44A114 B. wivg —— 06/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, Ciry, STATE, ZIP 6ODE
_ 3025 FERNBROOK LANE
LAKESHORE HEARTLAND i NASHVILLE, TN 37214
{%d) ID SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S FLAN OF CORREGTION o)
CH Y MUST BE D BY FULL FREFIX {EACH CORRECTIVE ACTION SHOUW.D BE COMPLEYION
# P?fé"‘ i Fgéumro&v OR LS rnemrmcﬁreommw TAG CROSS- N Egglzsgge APPROPRIATE BatE
|
F278| Continued From page 5 F 278
Observation of the resident on 6/10/15, at 8:09
A th Licenseq Practical Nyrse (LPNY #5 in
the resident room, revealed the res nt did not
{ ave any contractyres of the upper or lower
extremities, LPN #5 stated the resident's
condition had not changed regarding extremity
functions,
inferview with the Director of Nursing (DON) on
671015, at 8:50 AM, In the conference room,
confirmed "The Coordinator had entered
Inaccurate information on the MDS for May 2015,
The MDS is incorrect, The rasident dig not have
any functiona) decrease iy her extremitigs,” i .
F 312] 483.25¢a)(3y AD| CARE PROVIDED FoR F312] 1. Askinasscssment for tesdent #61 was | g7/30015
$8=D | OEPENDENT RESIDENTS completed for three days (06/11/1 5.

A resident who jg unable to earry oyt activitias of
daily living receivas the necessary services to
maintain good nutrition, grooming, and personaf
i and oral hygiene,

|

i failed to provide assistance to maingan

residents reviewed,

The findings included:

Review of the. facility's policy, Bedpan/Urinal,
Offen'ngIRemoving. favised October 2010,
revealed* | Do not allow the resident to sit on g
bedpan for exiended periads .

6/13/15) with no skin ¢p noted.
On 06/24/15, an andit of alf regidents
needing assistance for activities of
daily Tiving wag completed by nursing
staff and fve residents Tequiring a bad
PAn were identified.

2. On 06/24/15, interviews were

obtein bedpan time Preferences for alf
residents who s o bedpan,

3, The following fixed care plan wyg
developed on 06/24/15 to be added to
all residents who use a bedpan and wijf
g0 1o the Certified Nursing
Technicians’® kiosks: “My preferrad
bedpan use times gre — - Please
Temove me promptly from the bed pap,

e nurse jf |

implcmeanted on 06/25/15,
4. The Director of Nurses, or designec,
Will review with each cure plan Teview

——

2RM CMS-2567(02-99) Previous Versions Obsaluie

Event ID: PZ2uT
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—CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGES
AND PLAN OF CORRECTION

P.008

i i e

FORM APPROVED
OMB NO. 0838-0301

(X1) PROVIDER/SUPPLIER/GLIA

IDENTIFICATION NUMBER: A BUILDING

(%2} MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

44A114 B. WING

06110/2015

NAME OF PROVIDER OR SUPPUIER
- LAKESHORE HEARTLAND

STYREET ADODRESS, GITY, STATE, ZiP CODE
3025 FERNBROOK LANE
NASHVILLE, TN 37214

A D
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENGIES D
(EACH DEFICIENGY MUST BE PRECEDED BY PuLL
REGULATORY DR LSC IDENTIFYING INFORMATION)

PREFIX
TAG

(EAGH GORREGTIVE AGTION SHOULD BE
CROSE.REF

OF CTION
PROVIDER'S PLAN OF CORRE mw@m N
ERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 312

minutes 4} four,*

Continued From page 6

Medical record review revealed Resident #81 was
admitted to the facility on 11/2011 3, with
diagnoses including status post open reduction,
internal fixation {ORIF) right hip, jaint pain,
general osteoarthroses, hypertension, and
depressive disorder.

Medical record review on 6/8/15, of the Quartetly
Minimum Datg Set dated 5/15/15, revealed the
resident was totally dependent on staff for hed
mobility, transfer and toileting needs.

Review of the resident's care plan with a goal
date of 8/28/15, revealed " ...l am incontinent of
bowel and bladder,
with toileting and Perj care ..

interview with the Resident on g/8/1 5, at 2:58 ?M.
in the resident's room, confirmed on 6/7/15, the
resident had pushed the calj light at 8:50 PM and

get help to ba remaved from the bedpan.
Continued interview confirmed at 11:15 PM, the
resident had not been removed from the bedpan,
and removed the bedpan herself. The resident
stated she did not see any facility staff until "a
techcertified nurse technician] came in at ten

Interview with the Director of Nursing (DON) on
6/10/15, at 3:37 PM, in the DON's office,
confirmed "fifteen to twenty minutes was a
reasonable length of time for being on the
bedpan” and the facllity had failed to provide
assistance o maintain continence sare for
Resident #61, and had not followed their policy.

F 312

I use a bedpan. total assist

ORM CMS-2567(02-69) Prew?w Versions Obsoleta

Evanit [D: PZ2U11

Facllity ID: TN1g14

If continuation sheet Page 7 of 14
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—ao_ : KESHORE FERNBROOK : A FAT N T
TUL-2772018 0802 i e SERVICES " FORM APPROVED
CENTE@ FOR MEDICAEE & MEDICAID SERVICES QMB NO. 0938-0391

STA OF DEFICIENCIES ’ 1 VIDER/SUPPLIER/GL 1A ) MULTIPLE CONSTRUCTION {X8) DATE SURVEY
Amm!: CORRECTION _ o IPRODENHFICA‘I'ION NUMBER: fzsuu.bme ‘ COMFLETED
AAAT14 B, WING 06/10/2015
NAWE OF PROVIDER OR SUPPLIER ; STREET ADDRESS, CTTY, STATE, 215 CODE T
3025 FERNBROOK LANE
LAKESHORE HEARTLAND NASHVILLE, TN 37244
XD | SUMMARY STATEMENT OF DEFKCIENGIES D PROVIDER'S PLAN OF CORRECTION X5)
FIGIENCY MUST BE PRECEDED BY FULL PREFDC (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
P?f;m R(gﬁ&?r%mlon Lscmljg'emrvme INFORMATION) TAG CROSS-REFERESJGEEI&;S&E APPROPRIATE DATE
- #1 07/30/15
F 371 Continued From page 7 F37111. onosis/s, dictary staff clcaned the
F3r 483.35(i) FOOD PROCURE, F 371 ige build-up and dcbris from the floor of
88=F STGREIPREPAREISERVE - SANITARY the walk-in frsezer, coverad the blagk
foam insulation and destroyed the
The facility must - affected foog,
(1) Procure faod from Sources approved or 2. The walk-in freczer was placed on 4
considered satisfactory by Federal, State or local toutitte eleaning schedyle,
authorities: and - 3. The freezer will be ¢hecked daily for
(2) Store, prepare, distribute and serve food any ice accumulation which witl be
under sanitary conditions removed if build-up ocoyrs, Dictary
staff will be in-serviceg quarterly on
Proper cleaning of the walk-in freezer
by the Registered Dictician (RD) and/or
Certificd Dietary Manager {CDM.} The
: ) ipcs in questi were d i
| This REQUIREMENT is not met as evidenced ﬁ;pf;e"f,ﬁmf Ef Enﬁmﬁm}n metal
by Services on 06713/15,
Based on review of facility policy, observation 4 The CDM or shift leader will checc the
l and interview, the facllity failed to Maintain g walk-in freezer daily for 30 days, The
sanitary kitchen by not Properly maintainin oneg will perform an sugic monthly for
] of one waik-in_ freezer, and‘by failure to sanitizg months and discontinge if
the hands during food service, cotapliant, Ifnon-compiiant o Root
. . . Cause Analysis with Plan, Do, Study,
The ﬁndlngs mcluded: Act Cyele x_vil! be completed and taken
Review of the faciity policy Purchasing, 10 the Quality Assurance Commmittee,

Raceiving, and Storage, no date, revealeq
"...Food will he properly stored to

préserve.. safety, Al food will ba stored in areas
protected from contamination by condensation,
leakage, drainage.. »

Review of the facility policy Handwashing Policy,
no date, revesled "Purpose: To prevent the
spread of communicable disease., After touching
hands to the fage,

Observation with.the Cook on 8/8/15, at 10:23
AM, in the kitchen, of the walk-in freezer,
revealed jce build-up on the floar, evidenca of

&11 CMS-2567(02-99) Pravious Versions Obselots Event iD:pzzuty Facillty i0; TN1914 If continuation sheet Page 8of14
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WEFARIMENT UF HEALHAND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0038-0391 ,
-.-_-_-_-—"-——-_,_____
TEMENT OF 1 Vio ER/ MULTIRY TRUCTION X3} DATE SURVEY
SR o sencmoes B St e
44A144 B, WING 061012015
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, 21P GODE
3025 FERNBROOK LANE
LAKESHORE HEARTLAND NASHVILLE, TN 37214
P?ES"‘ és%%‘%?n’%"g%gﬁfwﬁﬁs INFORMATION) TAG c REFERE;JEGFEIEIEI)CT%E APPROPRIATE DATE
07/30/15
F 371 Continued From page 8 { Far
i debris in the left comer and arcund the aedges of L. On06/09/1s, the Certiffed Dictary
the floor and under the racks, a 4 ounce (oz) Manager (CDM) condueted a ope on,
strawberry ice cream, a 4 oz orange sherbert, a 4 one in-service with the cook in Question
0z lime juice, and 1 pancake on the floor of the regarding proper hand weshing,
cooler. Continued observation of the walk in 2. On06/10/15, the CDM cotiducted an in-
F revealed.a plpe wrapped in black scrvice for dietary staff members
insulation, with 2 boxes of unsealed yeast sweot regarding proper hand washing,
rolis with black debris from the insulation in the 3. On 06/30/15, the Registered Dictician
Xes, and 1 box with 8 loaves of garlic bread (RD) conducted audits/ in-service
Continued observation revedled the 3 boxes had taining for dietary staff with retun
ice build-up and ware avzilable for resident use, demonstration ifneeded, Audits will
. ' ¢ontinue monthly times three motnthg
in the kitchen, confirmed the facility falled 1o 4. The CDM or RD will observe the
maintain cleantiness and failed to propeny store cooks® hand washitig techniques weekly
ftoms, In the walk-in freezer. for four weelts then monthly for three
Obsarvation with the Cook on 8/6/15, at 11:15 X ﬂiﬁmﬁﬁaﬁﬁﬁﬂﬂg‘aﬁ’mﬁf
AM, in the kitchen, revealed the Cook with gdloved with Plag, Do Study, Act Cycle will b
l hands took her apron, wiped her face, opened the completed and taken 1o the Quality
i food warmer, removed 1 bowl of Puresd food, Assurance Cormittee
| returned to the tray line without washing the )
hands, ang continued to serve food. Continued
observation gt 11:23 AM, revealed the Cook with
gloved hands took her 4PTon wiped the face,
opened the f warmer, removed 2 bowls of
bureed foud, ¢ gloves, without
washing the hands, and continued to serve the
food. .
Interview with the Cook, on &/g/1s, at 11:25 AM
in the kitchen, confirmed the facility failed to
maintain a Sanitary kitchen and had failed to
follow the facility's handwashing policy.
F 441 48365 INFECTION CONTROL, PREVENT F 441
$8=E | SPREAD, LINEN
The facitity must establish and maintair an
ORM cm-mm-ss) Fravious Vacsions Oisolets Event iD: pzzum Facllity 1D: TN1g14 If continyation sheet Page 9 of 14
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|
i This REQUIREMENT s not met as evidenced

by:
Based on review of facility poliey, observation

Assurance Nurse, or designes, will
observe medication pass hand Washing
wecekly for four wecks, then monthly for
months and discontinue if
compliant. Ifnon-compljant. a Root

‘ORM CMS-ZSG?{G:—QB) Previous Visralgns Obsolate

Event (D PZ2UM

s

CENTERS FOR MEDICARE & MEDICAID SERVICES B NO. 0938-0391
STATEMENT OF DEFIOENCIES 1) PROVIDER/SUPPLIER/CLIA MULTIFLE CONSTRUCTION A |
AND PLAN OF CORRECTION it IDENTIFICATION NUMBER: AP,QB)UH_DMPGLE N {XS}EOTNEEEUTREV[';EY |

44A114. B WING — 06/10/2015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P GODE

3025 FERNBROOK LANE
LAKESHORE HEARTILAND NASHVILLE, TN 37214
o | SUMMARY STATEMENT OF DEFICIENGIES | I PROVIDER'S PLAN OF CORRECTION (x5)
ACH DEFICIENCY MUST BE PRECEDED By FULL FIX EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
"’?EE"‘ ’ éseumrom OR LSG IDENTIFYING iNFORMATION) P%Ee ¢ { &Rﬁpsnegggglmﬂs APPROFRIATE bATE
#l 0015 |
F 441 Fi 9 1. Observations tor hand Washing during
Lontinued From page . Faapfh oo service wete started on 06/1 1/14
infection Control Program designed to provide g A .
h . by the administrative nursing stafl’,
safe, sanitary ang comfortable environment ang . .
N 2. Onconone mstruction and/or return
i 10 help prevent the development and transmission . .
| of disease an d infection detnonstration wag provided as needag
] : during the observations,
; ] 3. Hand sanitizer was added to the guisjde
i (8} Infection Control Program )
The facliity must establish an Infection Controf of the food cart fimers on 06/24715. A
Program under which [ . b AbZET station was added to the
(1) Investigates, controls, and prevents infections 4" floor dining area and remindcr
in the fa cilty; Siguage (“'Please n:rnen}ber to cleansa
(2) Decides what Precedures, such as isotation, hends b"t‘f“n cach resident
should be applied to an individual resident: and STICOUNLEr. ") was posted on 06/24/15,
(3) Maintains a recorg of incidents and corrective ) 4. The Director of Nurses, Quatity
actlons related to infections. ranee Nurse or designec wilf
J ) observe meal tipe hand washing
(b} Preventing Spread of Infection weekly for fonr weeks, then monthly for
(1) When the Infection Contral Progrram three months and discontimye i
determines that a resident needs isolation 1o compliant. Ifnon-compliant, g Reot
prevent the spread of infection, the facility must Cause Analysis with Plan, Do, Study,
isolate the resident, Act Cycle will be completed and taken
1 (2) The facility must prohibit emp), with a to the Quality Assurance Commitiee,
communicable disease or infected skin lesions #2 -07/30/15
from direct contact with residents or their food, if 1. Observations for hang washing during
direct contact wit) transmit the diseass, medication administratiop Were started
{ (3) The facillty must require staff to wash their on 06/11/15 by the administrative
[ hands after each direct resident contact for which Bursing staff:
] hand washing is indicateq by accepted 2. One on one instruction and/or retyry
| professional practice. demonstration was provided ag nesded
during the observations,
(c} Lineng 3. Hand foam was added 1o the 4% figor
ersonnel must handle, store rocess and medication cart near the sharps
Iransport linens so as to Prevent the spread of CORtaineT on 06/12/15 with hang foarg
infection,
i

Facility | D Y3 Wi
v Act Cycle will be completed o

to the Quality Assurance Committec,

sh
TS 90t Page 10 of 14
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At VNN WY FICALI M ANy HUMAN SERVICES FORM APPRO“/ED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
’STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER, A BULOING COMPLETED
444114 B, WiNG 06/1072015
NAME OF PROVIDER: OR SUPPLIER STREET ADDRESS, CITY, STATE, 219 CODRE
LAKESHORE HEARTLAND m:;ﬂfé?,ﬂ“;::i
X9 | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION o)
i Y BE PRECEDED BY FULL EACH CORRECTIVEE ACTION SHOULD BE
P?EFGD( éseéﬁ'&%@%%g?ﬂm% INFORMATION) p?fgm GFEOSS—REFEREDNECE&E&C T;-I)E APPROPRIATE OATE
“}ous 07/30/15
F 441/ Continued From page 10 F441(1. on06/10/15, all kit cquipment was
and interview, the facility failed to follow infection deep cleaned by the nursing staff,
control practices to minimize the polentia for 2. Alllift equipment was cleaned,
Cross Contamination batween residents at meal 3. On06/24/15, red cleaning instruction
times for 5 of 12 residents observed, failed to labels were applicd to all lift equipment,
follow infection eontrol guidelines for 4. Beginning the week of 06/15/1 5 the
handwashing during medication administration for Life Enrichment Technician, or
1 resident of 4 residents observed, and failed to designee, will check lifts each week for
 ensure resident care lifts were cleaned between cleanliness with report to the Director
residents, on 2 of 2 resident units observed. of Nurses. These checks will tontinye
weckly for four weeks. [f compliant will
The findings included: continbe monthiy for three months and
then discontinug if compliance remains,
Review of the facility policy, Handwashing/Hand Ifnon-compliant, a Root Cause
Hygiene, revised 4/201 0, "...if hands are not Analysis with Plan, Do, Study, Act
visibly soitad, use an alcohal-based hand Cyele will be completed and taken to
rub...before and afier direct contact with the Quality Assurance Committes,
residents...”
’ Observation on 6/8/1 5, at 12:03 PM, on the fourth
floor dining raom revealed Certified Nursing
Technician (CNT) #3 feeding a male resident,
Continued observation revealed CNT #3 stood up
and without disinfecting the hands, walked to g
female resident, seated at a different table, patteq
her back, then held to the back of the chair, and
proceeded to agsist her with eating. Continued
observation revealed CNT #3 walked away from
the female residant and resumed feeding the
male resident without disinfecting the hands,
Continued observation at 12:07 PM through 12:09
. PM, revealed CNT #3 continued to assist both
residents without disinfecting the hands,
Obsertvation on 6/9/1 3, at 6:50 PM, in the 4th
floor dining room, fevealed CNT #3 was feeding a
resident, began feeding another regident, and
then wiped a third resident's mouth, Continued
observation révealed CNT #3 retumed to the firat
resident to assist with feading without washing or
"ORM CIS-2667(02-09) Presviaus Versions Obsotors Event ID:PZ20U11 Facility 10: TN1814 If continuation sheet Page 11 of 14
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the dining room, canfinmed CNT #3 failed to wash
or sanitize the hands sfler touching the third
resident's mouth,

Review of the facility's policy, Infection Controf
Guidelines for All Nursing Procedures, revised
Septernber 2012, revealed, *...Employees must
wash their hands...after handling items potentially
contaminated with blgod. "

Observation on 6/9/1 5, at 7:41 AM, revesled
Licensed Practical Nurse (LPN) #2 administering
madications in the hallway. Continued
cbservation revealed the LPN disposed of a pill In
the dirty sharps coritainer, continued preparing
medications, and failed to wash the hands.

interview with LPN #2 on 6/9/15, at 7:41 AM, in
the haliway, confirmed the hands were not
washed after touching the dirty sharps container.

Review of the facility policy, Cleaning and
Disinfection of Resident-Care ltems and
Equipment, revised October 2009, revealed
"...resident-care equipment, including reusabla
items and durable medical equipment will be
disinfected...between resident,_*

Observation on 6/10/1 5, at 1:32 PM, on the 3rd
and 4th floors revealed 4 resident care lifts on
each floor with heavy grey debris at the front of
the lift. Further observation revealed on the top
side of the lifts bases had discolored stains,

Interview with the HousekeepingfLaundry
Supervisor on 6/10/15 at 2:30 PM, in the iobby,

CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 0938-0391 ,
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFIGATION MUMBER: A BULDING COMPLETED

44114 B. WING 06/10/2015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF CODE

3025 FERNBROOK LANE
LAKESHORE HEARTLAND NASHVILLE, TN 37214
SUMMARY STATEMENT OF DEFICIENGIES ) FROVIDER'S PLAN OF CORRECTION (x5}

k) # {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFTY (EACH CORRECTIVE ACTION SHOULD BE oom.&mm
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) YAG caoss-ner—‘snegggglgg ;H’)E APPROPRIATE
F 441 Continued From page 11 F 441

sanitizing the hands,

Interview with CNT #3 on 6/9/15, at 5:53 PM, in

RM CMS-2567(02-98) Previous Vorsions Obzolels Event ID:P221111

Facilty iD: TN1914 If continuation sheet Page 12 of 14
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DEFARIMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(42) MULYIPLE CONSTRUGTION {(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
44A114 B. WING 06/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21P CODE
BROOK LAN
LAKESHORE HEARTLAND fme, TNK3721€1
(X&) D SUMMARY STATEMENT OF DEFICIENOIE?: ‘ D E:gHO‘éTg&BESGErLIcEN fgﬁ?ﬁ&@&”ﬁ S on
R I AT L T T oA ey (RIDm | o
( 07/3015
F 441/ Continued From page 12 F441(). 0Ono06/25/15, the activity director
confirmed the resident care lifts on the 2 resident conducted an audit of preferences for
units were dirty, and confirmed the facllity failed to residents who eat in the dining areas on
ensure the resident care lifts were cleaned the 3™ and 4* floors regarding eating at
between residents. a dining table or eating on over bed
F 484 483.70(g) REQUIREMENTS FOR DINING & F 464 tables for meals. Six of the
$s=E | ACTIVITY ROOMS interviewable residents expressed the
preference of cating at a tble and two
The facility must Provide one or more rooms expressed the preference to eat on over °
designated for resident dining and activities. bed tables or at a table., Those residents
who choose 10 eat on over bed tables for
These rooms must be wel| lighted; be weli meals will be carc planred accordingly.
ventiiated, with nonsmoking areas identified: be 2. Unless it cayses distress or behaviors
adequately fumished; and have sufficlent space for residents who cannot voice
to accommodate all activities, preferences, a trial, to begin the week of
07/06/15, will be conducted regarding
- those residents eating their mealg in the
This REQUIREMENT is not met as evidenced Family Room on the first floor where
by. . . . thers arc tables available, The Director
Based on observation and interview the facility of Nurses (DON) spoke with three
failed to provide dining tables for dinlng in 2 of the families who all preferred that their
3 dining rooms observed. _ loved ones cat in the Family Room if
. this is found to be appropriate,
The findings included: 3. Unless it causes disu-cssl:)r behaviors,
Observation on 6/8/15, at 11:30 AM, in the 3rd ;g;g&ﬁ;ﬁ%ﬁﬁzmcﬁi
floor dining room, revealed 7 residents were trial, to begin the weck of 47/06/15
seated in wheelchairs or reclining chairs in a line, regarding those resident cating their
along the wall, with an over bed table piaced in meals in the Family Room on the figst
front of them wating for their meal fray to be floor where there are tablcs available.
served. Continued observation revealed there By 07/03/15, nursing stations will be
were no dining tables in the dining room. temoved on the 3 and 4™ floors 1o
low for additi C
Observation on 6/9/15, at 5:30 PM, in the 4th hou or ol spac oo
floor dining room, revealed a total of 8 residents for both dining and sctivities,
in the dining room. Continued observation 4. The DON, administrator or designee,
revealed 1 dining table and 3 residents seated in will observe theso dining experiences
wheelchairs around the table. Continued weekly times four weeks, then monthly
observation revealed 5 other residents were times threc months, I ,;,;peﬂenm are ‘
ORM GMS-2587(02-08) Previous Versions Obeotets Event I0: FZ2U11 Facility it Man, Do, Study, Ad{ eopiraaline siieet Page 13 of 14
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464

Continued From page 13

seated in wheelchairs with an over bed table
placed in front of them with their meal placed on
the over bed’ table, '

Qbservation on 6/9/16, at 5:46 PM, In the 3rd
floor dining room, revealed 8 residents seated in
wheelchairs with an over bed tahle placed in front
of them waiting for their meal to be served.

Interview with Certified Nurse Technician (CNT)
#2, on 6/9/15, at 5:30 PM, revealed "some of the
[over bed] tables come out of their rooms, but we
keep some in there {dining roora) for those that
normally eat in there.”

Interview with the Adm inistrator, on 6/10/15, at
7:42 AM, in the Director of Nursing (DON) office,
confirmed over bed tables were being utilized in
the 3rd and 4th floor dining rooms in place of
dining tables,

F 464
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